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The Editor’s Column 


THE “NEW” PEDIATRICS 


In a recent editorial' in the February 1959 issue of ‘Pediatrics,’ Dr. 
Charles D. May formally raises a question which, if subsequent reader 
response is any gauge, is of considerable concern to the modern practicing 
pediatrician. Dr. May wonders how the new skills and knowledge becoming 
available to the pediatrician can be utilized in the ‘“‘comprehensive care” 
of the child when we are still in what he chooses to call “the economic 
setting of the shot and formula epoch.” He notes the inevitable trend to 
the young physician who has proficiency in a fairly restricted field, and 
rightly states that it would be too much to expect the practicing pediatrician 
to keep abreast of the rapid accumulation of information in the many and 
varied subspecialty fields. 

The widespread dissatisfaction of pediatricians is, however, a real one. 
In an article in a recent issue of ““Medical Economics” entitled ‘‘Medicine’s 
Most Frustrating Specialty,’ the all-too-familiar lament of the practicing 
pediatrician is aired. Most frequent complaints evolve around too long 
hours, too low earnings, and overanxious mothers who, since he is so ready 
to give routine service, do not regard him as a skilled specialist. Solutions 
which have been offered include the association of two or more pediatricians 
with one another in order to limit the amount of nighttime and weekend 
practice or alternately, the association of one or more pediatricians in a 
larger group in which many specialties are represented. Dr. May, himself, 
suggests that a representative agency publicize the meaning of the ‘‘new” 
Pediatrics and literally make known to the public the difference “between 
comprehensive care and pill peddling.” 

To some, the foregoing would involve letting the general practitioner 
handle the routine problems of Pediatrics while the pediatrician would 
become a true specialist in the more serious disorders of childhood. A dis- 
senting vote comes from Dr. W. C. C. Cole, Sr., chairman of the A. M. A. 
Section on Pediatrics, who believes Pediatrics has never really been a 
specialty but is general practice confined to an age group.? He believes the 
satisfaction of guiding the young mother and starting the family off in 
the right direction should be ample reward. We wonder if this is not a more 
level-headed approach to the subject. 

It is difficult to see how there can be a stereotyped answer to this prob- 
lem. We do not pretend to have the answer, but wonder if, in the long 
run, each pediatrician will not work out his own relationship to his practice 
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for himself. Of more general interest, however, is a quite pertinent question 
raised in answer to Dr. May’s editorial in the Letters to the Editor column 
of a later issue of “Pediatries.’* In this letter, Dr. J. Phillip Ambuel asks 
whether the present training programs in Pediatrics prepare their graduates 
for the ‘‘new” Pediatrics. Dr. Ambuel writes: 


The answer to this question is a resounding ‘“‘No’’! There are a few exceptions, 
but in general, the traditional inpatient-oriented, laboratory-dominated training 
program for pediatric residents is no more designed to prepare the physician for 
pediatric practice than a life of ease would prepare a man for duty in the frontline 
trenches. 


Indeed, how can the young pediatrician just entering practice expect to 
give “‘comprehensive care’ when his training has been limited to the diag- 
nosis and treatment of disease in hospitalized children, assuredly represent- 
ing a very small fraction of a busy private pediatric practice? The argument 
is frequently heard that this young pediatrician will learn by experience soon 
enough when he plunges into the hurly-burly of practice. We doubt it. It 
more probably will result in a badly disillusioned young man with a warped 
idea of what private Pediatrics is really like and with a vague feeling of 
having been tricked. Orientation of training toward the care of the ‘“‘whole”’ 
child, with all the ramifications this implies, will point out to the fledgling 
pediatrician the real satisfactions of Pediatrics, satisfactions which remain 
and which he can enjoy without a sense of loss when he refers a child to 
a pediatric cardiologist for an obscure murmur, satisfactions which, when 
fulfilled, represent the “new” Pediatrics. 


* * * 


The Clinical Proceedings, in light of the ‘‘new’”’ Pediatrics, plans to 
devote a larger share of space to subjects dedicated to our ‘‘new”’ well 
rounded pediatrician (and come now, hasn’t he always been with us?). 
We have chosen, therefore, in the present issue, to publish two articles 
on a subject which has previously been largely confined to journals of 
behavior and education, i.e., the subject of reading disabilities. 

With the exception of a recent summary of specific reading disability 
by Eisenberg,‘ the topic of reading disabilities has not been dealt with in 
recent pediatric literature. We would hope that these papers will present 
the problem in a comprehensive and lucid fashion. Readers will find that 
even though these two articles are concerned with the same problem, each 
presents it in a somewhat different fashion; as is frequently seen in the 
discussion of a complicated subject, there is not always full agreement - 
by the respective authors on various facets of the problem. 

J.W.O. 
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Specific Language Disability* 
(Dyslexia) 


J. Rosweitt GALLAGHER, M.D.** 


May I first thank those of you who invited me to give this fifth Joseph 
Wall Memorial Lecture. It is a real privilege to be with you at this time 
and to help you again to honor your beloved former chief of staff. 

Today I would like to talk to you about a condition which not infre- 
quently affects children. It is often the reason for their failure in school, 
and when this occurs both they and their parents become upset. I refer to 
specific language disability. 

Specific language disability has also been termed specific reading dis- 
ability, congenital dyslexia, congenital word blindness, etc., and is one 
of the many causes of scholastic failure.’* When present it is a handicap 
to a pupil, even though failure may not result. Its basic cause, though still 
unknown, would seem to be a disturbance in neurological function, but 
it should be distinguished from neurological disorders which are less 
amenable to treatment such as those following anoxia at birth, or following 
encephalitis, and those resulting from intellectual and sensory deficits, and 
from learning problems primarily due to emotional disturbances. 

A language skill as used here includes either talking, spelling, reading, 
penmanship, or expressing oneself in writing or in speech. The term “specific 


* From the Department of Pediatrics, Harvard Medical School, and The Ado- 
lescent Unit, Children’s Hospital, Boston. Studies upon which some of this material 
is based were supported by The Grant Foundation, Inc. 

The Joseph Wall Memorial Lecture, presented as part of the Children’s Hospital 
of D. C. Alumni Day, May 23, 1959. E 

** Chief, The Adolescent Unit, Children’s Hospital, Boston. 





4 CLINICAL PROCEEDINGS 


language disability” seems preferable to others because it implies that there 
is something wrong with one or more of these language skills and not only 
with reading or with visual or auditory perception; it furthermore implies 
that the learning problem is specifically in the language area and not also 
in other fields such as science and mathematics. It is a condition charac- 
terized by the inability of an individual readily to acquire, and subsequently 
to use, one or more language skills with a facility commensurate with his 
intelligence or with his facility in learning science and mathematics, and in 
addition not commensurate with the opportunities which have previously 
been offered him to learn; it is also characterized by that individual’s 
tendency to reproduce language (in one or more of its forms) in an unusual 
fashion. Usually the term “specific language disability” is applied to those 
young people who have found it very difficult to learn to read and spell, 
but who are otherwise intelligent, and usually learn arithmetic more 
readily. It is to be remembered, however, that young children who have a 
language disability often confuse numbers (6 for 9, 15 for 51, etc.) and 
that older children, because of their slow and inaccurate reading, may also 
experience trouble in arithmetic when they attempt ‘‘word problems.” 

This condition which so clearly will handicap school performance should 
be recognized before a boy or girl enters school and begins to try to learn 
to read or spell. Early unsuccessful efforts will in all probability produce 
little except frustration and discouragement, and may adversely affect 
attitudes toward school and learning. Not infrequently, however, this con- 
dition will go unrecognized through oversight, or because it is mild and 
compensated for by the individual’s very good intelligence. In any event 
it is likely that any boy or girl who has this handicap and who previously 
has been given neither special teaching nor even an understanding of why 
reading and spelling are so difficult to learn, will find the demands of high 
school (with its longer reading and writing assignments and its foreign 
languages) more than can possibly be managed. If the difficulty of these 
young people is not then recognized and remedied, not only will there be 
failure in school but also excessive anxiety, loss of confidence, and family 
discord, following which any one of a number of psychosomatic symptoms 
may develop. 

This disability may vary from the very mild to the extremely severe, 
a fact which at times makes for difficulty in clear-cut diagnosis and which 
is, no doubt, a reason for some of the disagreement and difference of opinion 
which exist in regard to its causes and management. One or many of the 
language skills may be inferior to the individual’s intelligence or his. 
ability to learn in other fields (such as arithmetic or science or handicraft 
or business). But for practical purposes, particularly when it is an adolescent 
who presents the problem, in deciding whether specific language disability 
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is the major cause of failure for which the pupil should receive a specific 
type of remedial instruction, the spelling should be peculiar. This is not to 
say that specific language disability cannot be present if the spelling errors 
are not both frequent and odd. It is to say, however, that when this com- 
plicated language .skill of spelling does not seem to be disturbed, other 
causes than those believed to be associated with a specific language dis- 
ability should be sought as the explanation of the failure in school, the poor 
reading, poor writing or the speech impairment. Spelling errors in specific 
language disability are not just numerous—they are often bizarre. 

Most of these young people will also be poor readers, but by virtue of 
good intelligence or good cultural background, many will perform in a 
much better fashion when this skill is tested than one would expect from 
their spelling. Some will be hesitant talkers, awkward or slow in penman- 
ship, poor in expressing themselves orally or on paper, have poor left-right 
orientation, or be noted for their inability to remember names of acquaint- 
ances, or of places or people of whom they have read or heard. But to 
consider that all these young people have a specific language disability, 
providing their spelling and reading skill is at or near a level commensurate 
with their intelligence, is to court error. 

Other considerations help to round out this clinical picture. The intel- 
ligence may be at any level; it is often high. The spelling is not only poor 
when compared with the intelligence but is also well below grade level. 
Often there is a reversing of letters (such as flim for film), a confusion of 
sounds (such as graditude for gratitude) and the omission of syllables in long 
words (such as exceply for exceptionally). The oral reading is hesitant: 
words are mispronounced, short words are omitted, and some words which 
are not present will be inserted. Silent reading is slow (again in comparison 
to the intelligence and in relationship to the previous schooling) and may 
also be inaccurate. The vocabulary, particularly the written one, is rela- 
tively meager. The handwriting may be slow, cramped and uneven, and 
may vary considerably in slant, pencil pressure and in spacing between the 
letters, an uneven performance which suggests, as does the spelling and 
oral reading, that cerebral images for individual letters cannot readily, 
smoothly and accurately be recalled and reproduced. 

On questioning it is often learned that other members of the family— 
parents, siblings, aunts, uncles, grandparents—have had some manner of 
language difficulty. There is a considerable body of evidence which suggests 
that this condition is hereditary. These young people will also frequently 
be reported as having been late to learn to talk and to walk: their develop- 
ment often has the characteristics of maturation lag. Their coordination in 
the early years tends to be below the average, and they later choose, be- 
cause they can be more successful in them, those large muscle sports 
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such as football, swimming and riding which do not demand a high degree 
of fine coordination. It is usual to be told that such an adolescent had trouble 
learning to read and to spell from the very first, but that he had always 
done better in arithmetic; that he now avoids reading, has great difficulty 
learning a foreign language, is poor at writing themes and uses an immature 
vocabulary in them, excels in science and mathematics, and is “good with 
his hands.” Some of these people have a poor sense of direction and rhythm 
and are unsure of which is right or left, are clumsy, and have trouble re- 
membering names, in reading music and in learning the Morse code. 

These young people may be said to be indifferent to, and may want to 
leave, school; they may refuse to study and seem nervous, irritable and 
disrespectful. Much of this is what one would expect to develop in an 
intelligent adolescent frustrated by his or her inability to learn as readily 
as his no more intelligent or industrious companions. He has become resent- 
ful, anxious and discouraged by years of failure. 

Specific language disability is nothing new. Nowadays much of the poor 
reading skill in the United States is blamed on teaching methods which 
avoid drill in phonics and emphasize developing interest, the ability to 
read rapidly, and the understanding of ideas rather than a focus on details. 
But the fact that many people taught in these ways read exceedingly well 
makes this conclusion suspect. It is certainly true that those who have 
even a mild language disability find it difficult if not impossible to learn 
when the whole word approach is used; remedial teachers know only too 
well that such people experience trouble in grasping and retaining even as 
much as a whole letter. But specific language disability exists in people 
of other countries where other methods of teaching than those now so 
prevalent in the United States are used; furthermore, descriptions of this 
sort of learning problem antedate the ‘‘whole word” method which has been 
so widely blamed. Kussmaul‘ coined the term “word blindness’”’ in 1878, 
and in 1897 an English school physician, Kerr,’ mentioned that reading dis- 
abilities occur in children of normal intelligence. In 1896 Morgan® sug- 
gested that a child who was incapable of learning to read in spite of normal 
sight and otherwise normal status suffered from congenital word blindness. 
He could find no evidence of an acquired brain injury in his patient so he 
concluded that this 14 year old boy who had good intelligence and yet 
very low reading ability had a condition “evidently congenital and due most 
probably to defective development of that region of the brain, disease of 
which in adults produces practically the same symptoms—that is, the left 
angular gyrus.” 

Over the years a considerable number of similar reports have appeared; 
a variety of clinical descriptions and neurological explanations, and many 
names for this condition have been offered. In keeping with advances in 
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our knowledge there is less tendency now to think of this condition as being 
strictly limited to one area of the brain or as being confined to a single 
‘‘pure” neurological defect. Orton,’ who, beginning in the 1920’s, devoted 
years of his life to a careful, thoughtful study of this field, considered the 
term ‘word blindness” misleading and introduced the term “strephosym- 
bolia” (twisted symbols). He developed the hypothesis that “‘reversals’”’ and 
the omission and introduction of letters resulted from a defect in cerebral 
dominance. Skydsgaard,’ writing in 1942, preferred the term “constitutional 
dyslexia,’’ a condition which he defined as covering ‘“‘in analogy to acquired 
alexia, both the most serious defects (which might well be termed congenital 
alexia) and those of a milder character, which extend right up to the 
physiological variants.” 

More recently there has been considerable interest in comparing these 
young people with those who are thought to suffer from Gerstmann’s 
syndrome’ and/or some disturbance of Gestalt function. Drew'® has de- 
scribed three cases of familial dyslexia which exhibit findings comparable to 
those abnormalities present in acquired word blindness due to involvement 
of the parietal lobes. He suggests that their difficulties were due to a 
disturbance in Gestalt function. Such a disturbance, he believes, is in- 
herited as a dominant trait, :1d! e feels that a delayed development of 
the parietal lobes is the anatom’:..' subs: rate which underlies this condition. 
Hermann and Norrie" in Denmai:: have discussed the points of resemblance 
between dyslexia and Gerstmann’s syndrome (which some believe to be an 
expression of difficulty in Gestait f-rmation and which is characterized by 
finger agnosia, right-left disorientation, acalculia and agraphia). They 
emphasize the findings of right-left confusion (as do Zazzo and his associ- 
ates” in France) and poor finger discrimination in dyslexia patients, and 
believe that these patients’ difficulties and those of patients who suffer 
from Gerstmann’s syndrome both derive from a disturbance of directional 
function. De Hirsch" and Bender“ are among those in this country who 
regard congenital dyslexia to be a result of a fundamental disturbance in 
Gestalt function—a defect in the visual-motor field. It is of interest that 
Orton, some 25 years earlier, discussed three levels of cortical integration 
of vision and emphasized the relevance of visual association to dyslexia; 
those who nowadays refer to Gestalt function speak of its three states: 
Gestalt seeing, Gestalt recognition and object comprehension or visual 
association. 

From the time of the very earliest case reports it has been suspected 
that there has been a genetic factor in at least some forms of dyslexia. 
Many subsequent reports, personal experiences of clinicians and such 
genealogical tables as those published by Skydsgaard'® paved the way for 
acceptance of Hallgren’s'® recent statistical study from Sweden and his 
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conclusion that “specific dyslexia with a high degree of probability follows 
a monohybrid autosomal dominant mode of inheritance’’—that is, a single 
gene is involved in a dominant non-sex linked form of inheritance. His 
work has been subjected to some criticism, and furthermore he himself 
clearly qualified his conclusion. When one remembers the disagreements 
over the definition of this condition and the difficulties of accurate differ- 
ential diagnosis, the problems and the criticism which such an investigator 
faces are obvious. 

Studies of twins who have dyslexia are more convincing. In Hallgren’s 
three pairs of monozygotic twins, there was concordance in all; in his 
three pairs of dizygotic twins there was concordance in but two pairs. 
Similarly, in Hermann and Norrie’s” series of 39 Danish twins, the nine 
monozygotic twins all showed concordance; this occurred in only 10 of 
the dizygotic pairs. The other 20 dizygotic pairs were discordant. 

These preceding comments from the medical literature are intended to 
indicate both the past and present trends in physicians’ thinking on this 
subject, its universality, our lack of positive knowledge of its cause and 
therefore of its prevention and treatment, and the need for further re- 
search. Furthermore, they may serve to emphasize the fact that although 
the medical approach does not deny that emotional and environmental 
factors play a role, the physician’s main concern over the years has been to 
discover what basic modification of brain functioning it is which accounts 
for this apparently hereditary rather than acquired disturbance. 

Many psychologists, on the other hand, have taken the position that 
many factors result in poor reading, and have concentrated on studying 
the reading process itself and on developing tests of reading skills rather 
than concerning themselves with the other inter-related language skills. 
Javal'*, as early as 1878, published observations on eye movements during 
reading. These were followed by studies by Dearborn,’® Buswell?® and 
Taylor”! who constructed a binocular camera—the ophthalmograph—which 
photographed eye movements. Concurrently, psychologists made studies of 
the perception of the printed word and developed tests designed to evalu- 
ate reading skill, and after 1910 also began to suggest ways in which their 
findings could improve the teaching of reading. In recent years there has 
been a trend for psychologists to leave the laboratory and go into the 
field to deal with this problem in the classroom. Gray,” Gates,”* and 
Robinson* have been outstanding among the many very competent leaders 
in this area. 

Many educational psychologists reject the belief that there are hereditary, 
and cerebral causes of dyslexia, and object to the use of the word “‘con- 
genital,” perhaps considering it to imply that the condition is unlikely to 
improve. This would seem to indicate a misunderstanding on their part 
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regarding the susceptibility of hereditary traits to change. Finally, although 
many seem to emphasize one or another special factor, most tend to believe 
dyslexia the result of such causes as inadequate readiness for initial reading, 
intellectual backwardness, physical handicaps, social and cultural poverty, 
speech retardation, personality, emotional and adjustment difficulty, 
irregular school attendance and defective teaching. 

There are few who would question the importance of any of the fore- 
going and would not wish to give them consideration when dealing with 
any individual patient. But at the present time it is difficult to believe that 
any one of these, or any combination of them, can constitute the basic 
cause of difficulty in a high percentage of those young people who exhibit 
the characteristics of a specific language disability. The frequency with 
which any one of those factors seems to be the primary cause of trouble, and 
the frequency with which no difficulty in learning to read or spell occurs in 
their presence, need further to be investigated. 

Most studies of this problem will, I believe, be best carried out as cross- 
sectional community ones rather than pursued in special schools, hospital 
clinics, or guidance centers; in these institutions selective factors inevitably 
operate. Malmquist’s*® recent study of school children in Sweden almost 
satisfies this condition even though it embraced only urban children. How- 
ever, although Malmquist investigated numerous significant variables, he 
omitted such matters as auditory perception and auditory memory, and 
could not include those contributions which the collaboration of repre- 
sentatives of medicine, neurology, sociology and education might have 
made. Malmquist made clear that the relationship which he found to exist 
between certain factors (intelligence, ability to concentrate, persistence, 
self-confidence, emotional stability, spelling ability, social and educational 
status of the parents, and the teachers’ teaching experience) and reading 
disabilities should not be interpreted as evidence of their being causes 
of them; he further suggested that future studies should investigate the 
roles of heredity and of emotional patterns. 

The primary difference in point of view between many educational 
psychologists and physicians has been that many of the former do not 
recognize the existence of such an entity as specific language disability, 
and prefer to think of those persons who have experienced difficulty in 
learning to read and spell as representing no more than the sort of vari- 
ation from the average (perhaps increased temporarily because of one or 
more environmental or emotional factors) which one would expect in any 
normal unselected population. They do not regard these people as having 
any structural or functional disorder which sets them apart from others and 
modifies their ability to acquire language skills, and they point out that 
characteristics said to be indicative of a specific language disability (such 
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as the reversal of letters, sound confusions, delayed speech, better skill 
in arithmetic, left-right confusion, et cetera), are also present in many 
other normal children. This certainly is true and is in fact one of the chief 
reasons that the early selection (at 6 years of age, for example) of those 
thought to have specific language disability is subject to considerable 
error. Many physicians, however, who regard specific language disability 
as a specific dysfunction, point out that these children’s difficulties persist 
to a significant degree in spite of time and schooling, that the kind of 
spelling errors they make and the other difficulties they have in acquiring 
and using language skills, though not pathognomonic, are more frequent 
and more persistent than is true of members of the general population, 
and finally that the genetic evidence for constitutional factors in them is 
strong. 

In recent years some psychiatrists have suggested that emotional factors 
are basic in the causation of dyslexia, but not all psychiatrists fully agree. 
Pearson,” although deeply concerned with the emotional factors in learning, 
has cautioned that “‘it is necessary to re-emphasize . . . (the organic) because 
at the present time when there is so much emphasis on the importance of 
intrapsychic processes in all phases of medicine and education, psychiatrists 
tend to become overenthusiastic about dynamic intrapsychic processes to 
the complete neglect of physiological and organic processes .. .””. Rabino- 
vitch and his colleagues” recognize as one of three groups of children 
those who ‘‘present a basic defect in capacity to integrate written material 
and to associate concepts with symbols,”’ (the others are those who have 
frank brain damage and those in whom personality or educational neglect 
factors are at fault). They consider their findings to suggest that in these 
patients they are dealing ‘‘with a developmental rather than an acquired 
brain injury” and that the specific areas of difficulty ‘“‘are those commonly 
associated with parietal and parietal-occipital dysfunction.” 

There is no doubt that many very intelligent children are unable to 
learn because of their faulty emotional adjustment, and it is possible that 
because of some emotional disorder a few are unable to learn to read and 
spell, but at the same time learn arithmetic. However, it would seem likely 
that those who believe emotional difficulties are the basic cause of all 
dyslexia, as we have defined it here, may hold this opinion because they 
have had the opportunity to study few children except those who are 
emotionally upset. 

Few children and adolescents who suffer the frustration and defeat 
which follow excessive difficulty in learning to read and spell can hope to 
escape some degree of emotional, personality and behavioral disturbance. 
However, many physicians feel that these disturbances are secondary and 
that when reading and spelling are later taught in a way which enables 
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these people to learn, their emotional problems may begin to dissipate. 
Some young people will doubtless have become so upset by continued 
failure that a period of psychotherapy may have to precede, or be concur- 
rent with, any effort at remedial instruction. Conversely, it will be neces- 
sary if a true language disability is present also to give subsequent remedial 
instruction to the boy or girl who has had a long period of psychotherapy; 
the resistance to learning may have been removed, but the ability to learn 
to read and spell when taught in a conventional fashion will not have been 
affected. 

The examination of young people suspected of having a specific language 
disability begins with an interview with the parents. This includes questions 
about their own scholastic history and interests including the extent of their 
schooling, type of job, level of performance, relative ability in speech, 
reading, spelling and mathematics; their ability to express themselves 
orally or to remember names; their handedness, tendency to confuse right 
and left; and their sense of direction. Similar questions should be asked 
about their own parents, their siblings, and their other children. 

Information should then be obtained about the patient’s birth, early 
health and development (speech and walking), as well as a history of 
convulsions, head injury or illness accompanied by high fever, early co- 
ordination and later athletic skill, sense of direction, tendency to confuse 
left and right, frequency and extent of school absences, handedness and 
adjustment at home and school with those older and younger than them- 
selves. Such factors as slow neurological development, head injuries, 
encephalitis, speech disorders, cerebral dominance and emotional malad- 
justment should be kept in mind and an effort made to determine whether 
there is a time relationship between any relevant information disclosed and 
the onset of the learning problem. Finally, a careful history of the patient’s 
schooling is taken: when he entered school, his initial reaction to it, his 
teachers’ early comments, his feelings about his teachers and theirs toward 
him, the relative ease with which he learned various subjects and what 
special help was given as well as how much, what kind, by whom and how 
it was accepted by the patient. 

Later, similar questions are asked the patient, and his attitudes, stability, 
his interest in his studies and in his own predicament are assessed. During 
the physical examination more attention is given to tests of central nervous 
system function (finger agnosia, hand grip, hand-to-face test, balance, gait, 
etc.) than is usual, and though positive unequivocal findings are not com- 
mon, it is obvious that the more frequently one employs such tests, the 
more they are apt to yield. Vision (including tests of eye muscle balance, 
binocular vision and amplitude of fusion) and speech and hearing should be 
carefully evaluated; the relative ability to read from left to right and from 
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right to left and to write with each hand may be revealing. Handedness, 
eyedness and footedness are also evaluated. 

Next, standardized arithmetic, reading, spelling and penmanship tests 
are given. The achievement tests are followed by an individual intelligence 
test (Weschler-Bellevue WISC or WAIS) since group tests are heavily 
influenced by reading skill and may therefore reflect this rather than 
intelligence, and by such evaluations of visual, auditory and motor skills 
and of emotional stability as seem appropriate. 

Finally, a combined evaluation of the person, his history, the physical 
findings and the test results must be made. Given a boy (specific language 
disability seems to be about four times more common in males), a history 
of difficulty in reading and in using language in other members of the 
family, freedom from evidence or history of birth injury or of a subsequent 
illness which might have damaged the central nervous system, a history of 
being late to learn to talk, of having relatively poor coordination in early 
life, some ambidexterity rather than a strong single hand preference, some 
right-left confusion, early success at arithmetic and concurrent difficulty 
in learning to read and spell, a subsequent dislike of school and reading, 
little benefit from sporadic tutoring in reading, and persisting poor reading 
and bizarre spelling in spite of excellent intelligence—certainly the diag- 
nosis of specific language disability is a reasonable one to entertain. When 
the intelligence is borderline or the defeatist or defensive attitudes strong, 
it will be more difficult to be sure. However, if the spelling has the character- 
istics of specific language disability, it is usually proper to consider a trial 
of remedial instruction, at least as a therapeutic test. If after a thorough 
trial, properly selected and properly administered remedial methods do not 
succeed, the evidence should be re-evaluated and another tentative diag- 
nosis and treatment plan made. 

It is assumed that these young people can learn to read, spell and 
write with reasonable facility, and that they can improve these skills 
at least to a point where they will no longer be seriously handicapped. 
But this assumption is made on the premise that those selected really have 
a specific disability, and that the proper sort of remedial help can be pro- 
vided. These young people have amply demonstrated their inability to 
learn when taught in the manner previously used. One method, no matter 
how effective for many, is not necessarily the best method for all. However, 
if we postulate that these highly intelligent young people have not learned 
to read and spell because their brains are such that they find it difficult 
to form clear, strong images of the look and sound and feel of letters, 
and are therefore subsequently unable quickly and accurately to recall them 
when they wish to employ them in reading or writing or spelling or saying 
a word, we should expect that some other method designed to produce 
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sharper images and to reduce left-right confusion would be successful. This 
apparently is the case. Methods devised and practiced by such people as 
Gillingham” in this country, Borel-Maisonny” in France and Norrie” in 
Denmark have basic similarities and have proven successful. These young 
people must have drill, they must have the advantages which accrue when 
the sound, the look, the feel of a letter are experienced simultaneously, 
they must develop and use most that sensory area—visual, auditory or 
kinesthetic—which yields them the best results and the least frustration. 
When the proper kind of remedial help is given them, these young people not 
only can learn to read and spell in an adequate fashion, but as they find 
themselves improving after years of failure, they may also be expected to 
gain in confidence, to regard school without dread and to lose their symp- 
toms of anxiety. 

It furthermore seems true that when the child first learning to read is 
taught by an alphabetic-phonetic method which combines visual, auditory 
and kinesthetic approaches to the learning of letters, and which furnishes 
information which will enable to him to attack new and strange words in 
other than a random fashion, he will subsequently experience less difficulty 
and anxiety in acquiring that degree of language skill which one would 
expect on the basis of his intelligence and background. When a child has a 
considerable degree of language disability, it would seem likely that 
additional individual help would be necessary, but at the present time such 
group preventive methods as have been employed at the first grade level by 
Gillingham* at the Francis Parker School and elsewhere, by Spalding* in 
Honolulu’s parochial schools, and by Filbin® (with Eustis’ assistance) 
first in Peterborough and now in Lincoln, seem successful in enhancing the 
ability to acquire adequate language skills in all but those whose language 
disabilities are very severe. Children so taught do not appear, because of 
‘he method’s repetitious drill and emphasis on first learning single letters, 
subsequently to be slower or less understanding readers, nor do they 
seem to have become inhibited or resentful because of the method’s in- 
sistence on careful observation and its flavor of regimentation. Instead, 
perhaps because they have acquired a thorough acquaintance with each 
component part of a word and have some knowledge of how each part 
affects the others, they seem to approach words with less anxiety, a feeling 
of being able to conquer, and with pleasure. 

In concluding, I would like to urge the pediatrician and the family 
physician, who know both the child and his parents and who have a large 
share of the responsibility for children’s proper all-round development, to 
keep this condition in mind; they particularly should do so when the family 
history or a child’s early development or difficulty in acquiring language 
skills suggests that such a condition as specific language disability may be 
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present.** When this is done, early steps then can be taken which may pre- 
vent handicapping and upsetting personality and school problems. 
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Developmental dyslexia is defined as the inability of a child to read at a 
level commensurate with his general intelligence and educational oppor- 
tunities. Dyslexia is included in the generic term of the aphasias, and it 
may be a relatively isolated syndrome or part of a broader language dis- 
ability. 
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Dyslexia is common. It is estimated that 5 to 20 per cent of school 
children are affected to a greater or lesser degree.! The problem is an 
educational one but also involves the psychiatrist, the neurologist and the 
ophthalmologist, as well as the pediatrician, who must be familiar with 
this difficulty which is so capable of impairing the health and happiness of a 
young patient. 


History 


Reading disability was not recognized until the advent of compulsory 
education and intelligence tests. A few severe cases were reported in 
England in the last half of the nineteenth century and were called “half 
imbeciles.’”’ Morgan,” an ophthalmologist, first described the syndrome as 
congenital word blindness. Hinshelwood,’ also an English ophthalmologist, 
published the first extensive study in 1917. He noticed a familial tendency 
and postulated a local defect in the angular gyrus of the dominant hemi- 
sphere of the cerebral cortex. 

In this country Orton,‘ a neurologist, studied the subject for many 
years beginning in 1925. He coined the term “strephosymbolia” or twisted 
symbols for the syndrome which he thought was a result of faulty cerebral 
dominance. Since his time a rather exiguous medical literature on the 
subject of dyslexia has appeared from various language clinics in the United 
States and Europe. The educational literature has been extensive since 
1920. 


Clinical Picture 


The picture presented by a child with dyslexia varies widely. It is 
common to find a seemingly bright preschool child with normal vision and 
hearing (a boy four times out of five),° who in the first grade fails to learn 
to read. After hundreds of exposures to a word he still cannot recognize it. 
Spelling may be even more difficult. In the early grades he is often good 
at arithmetic. In the later grades all school subjects are affected. His 
failure leads to any of various psychogenic difficulties. He usually hates 
school. He feels frustrated and refuses to try to learn. He may become a 
behavior problem or develop physical complaints. After years of trouble 
in school it may be difficult to tell whether the personality difficulties arose 
before school or as the result of reading disability. 

In reading he makes some fairly typical mistakes.* He often has a severe 
tendency to reverse letters, syllables and words. He reads slowly (if at all) 
and with poor rhythm and phrasing. He also has a short visual recognition 
span and too many fixations and regressions in eye movements accompanied 
by an inaccurate “return sweep”’ of the eyes to the next line of print. He 
guesses at words and makes omissions and insertions. Sounds are confused. 
Comprehension is usually very poor. 
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Some children with reading disability are reported to show a high inci- 
dence of speech disorders.’ Varying degrees of apraxia and agraphia are 
also reported. On the other hand, there are cases which seem to have 
superior development in spoken language and motor coordination!’ Dis- 
tractibility and hyperactivity are characteristics frequently associated with 
reading disability. Although educators disagree, many physicians find 
left-handedness, ambidextrous tendencies and mixed laterality (right- 
handedness with left-eyedness, etc.) more common in dyslexic children than 
in the general school population.*: ° 


Etiology, General 


The cause of reading disability is a complex problem about which there 
are numerous and sometimes conflicting points of view. The disability in- 
volves the whole personality of the child with many interacting etiological 
factors which may be environmental, organic and psychogenic. It often 
becomes impossible to tell what factor, if any, is of primary importance. 
Once the dyslexia has developed, it becomes a problem in itself and a source 
of further problems. 

There is general agreement that numerous “nonspecific”? factors may 
cause difficulty in learning to read. These include poor health, faulty 
hearing, visual abnormalities, lack of motivation, inferior teaching, emo- 
tional problems and diffuse brain damage. 

Frequent illnesses in the first grade may well put a child hopelessly 
behind his group unless he is one who learns to read with facility. Faults 
of vision and hearing are important, but are of primary importance in only 
a very small percentage of the total number of reading problems.!° Motiva- 
tion is a complex factor and involves appreciation of the pleasures to be 
gained from books, competition with classmates, and desire to please the 
teacher. 

Inferior teaching is admitted by educators to be the commonest cause of 
reading disability; this is especially true in the mild cases. Large classes 
may make it impossible even for the best of teachers to give the individual 
help that many children require. The method of teaching reading is the 
subject of much recent controversy." The “sight” or “word” method of 
teaching certainly puts the child with poor visual recall at a disadvantage. 
However, reading failures occur with any method of teaching. 

Primary psychological difficulties are estimated to cause about one 
fifth of the cases of dyslexia.” Failure to learn represents the child’s un- 
conscious and symbolic expression of some feeling, wish, need or conflict. 
The reading difficulty may be a way of expressing anger or hostility against 
parents and other adults."* This passive type of aggression proves a very 
effective weapon, especially in families with high educational standards 
where there is often undue pressure and concern about reading. Dyslexia 
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may be an expression of the child’s wish not to grow up. His early de- 
pendency needs may not have been met, or immature behavior patterns 
may have been encouraged by his parents. Dyslexia may express a child’s 
feeling of worthlessness and need to defeat himself. He is punishing him- 
self by failing. More rarely a child seeks to gain approval of his peers by 
failing. Occasionally reading is the symbol of forbidden knowledge to a 
neurotic child, and he is afraid to read." 

Secondary psychological difficulties follow failure to read from any 
cause. These psychological problems increase the handicap and prolong the 
reading disability until steps are taken to break the vicious circle. 

An interesting syndrome which has been receiving a great deal of study 
in recent years involves the behavior and learning difficulties in children 
with diffuse brain damage of a less severe grade than that found in cerebral 
palsy.!®: 1© These children show hyperactivity, distractibility, impulsive- 
ness, emotional instability and sometimes motor incoordination. The elec- 
troencephalogram is occasionally abnormal,” but the neurological exami- 
nation is normal. There may be difficulty in visual and auditory perception, 
in language functions and in assimilating experience in the usual way. The 
children are, of course, poorly adjusted in school and may become reading 
problems. The syndrome is considered a correctable inadequacy which can, 
in most instances, be improved by special methods of training. 

Educators,! with their concept of “reading readiness’, have summarized 
the numerous and complex skills involved in learning to read. Besides the 
above factors already mentioned, they enumerate other physical, mental, 
emotional and social achievements which have to reach a certain level be- 
fore the child is “ready to read”’. These include a mental age of 614, a basic 
vocabulary of 3000 words, the ability to talk in sentences, the capacity to 
use symbols, visual discrimination and memory for small forms, auditory 
discrimination, firm left-to-right eye habits, eye-hand coordination, a 
certain attention span, the ability to work independently, a stable social 
adjustment, the desire to read, and others. A lag in the development of 
one or several of these functions may cause failure to read at the usual time. 
Trying to teach reading before a child is ‘‘ready” only fixes immature 
habits and creates such problems that reading may be impossible until 
remedial steps are taken. 


Etiology, Specific 

Disagreement among experts concerning the etiology of dyslexia centers 
on the existence of a so-called “specific reading disability’ in certain 
patients. Most educators consider the term superfluous.': * The majority 
of physicians*: *: ° accept specific reading disability but disagree as to the 
cause, i.e., faulty cerebral dominance, developmental lag in language skills 
or a definite cerebral defect. 
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Orton‘ first suggested faulty cerebral dominance to explain developmental 
dyslexia. Language functions as well as skilled hand movements are known 
to be under the control of one cerebral hemisphere—usually the one on the 
side opposite that of the preferred hand. Orton considered the outstanding 
symptom in his dyslexic patients the tendency to reverse letters and words, 
as well as mirror reading and writing in some cases. These children confuse 
b and d, p and q, was and saw, not and ton, etc. This strephosymbolia, or 
difficulty with spatial sequences, is not a fault of vision but of visual recall 
at the associative level of cerebral function. In Orton’s hypothesis the 
memory of words and their associations, or “engrams’’, exist in the angular 
gyrus of both hemispheres of the brain, one being the mirror image of the 
other. In language functions the dominant hemisphere takes control and 
the engrams in the nondominant hemisphere are ‘‘elided’’. In the event of 
poor or fluctuating cerebral dominance, confusion results. This faulty 
cerebral dominance is hereditary and tends to occur in the “‘intergrades”’ 
(people with varying degrees of ambidexterity between the strongly right- 
handed and strongly left-handed), in those with mixed laterality and in 
converted sinistrals. 

Orton’s concepts are not generally accepted. Educators': point out that 
“reversals” account for only a small percentage of the mistakes made by 
poor readers. Reversals are considered simply an immature habit found in 
all beginners. Educators also cite large series of cases to show that ambi- 
dexterity and crossed laterality are no more common in those with reading 
problems than in the general population. Of course educators see the large 
mass of reading failures rather than the selected cases which come to 
physicians. The hereditary nature of the disability has been questioned.’: ® 
Orton’s belief that cerebral dominance determines handedness rather than 
vice versa has also been attacked.'*: 

Blau," a child psychiatrist, agrees with Orton that there is a correlation 
between left-handedness and reading disability. Blau, however, scoffs at 
the idea of mirrored engrams in the brain. He believes that left-handedness 
and dyslexia both have a common origin in a negativistic personality 
type. These children, he says, refuse for psychological reasons to accept 
conventional habits for use of the right hand and also for left-to-right eye 
movements, with resulting directional confusion in learning to read. De- 
velopmental awkwardness may be a part of this syndrome. Blau’s point of 
view has been well established in some case histories. 

The presence of a definite cerebral defect in dyslexic children seems to be 
ruled out in the vast majority who eventually learn to read as well as 
their contemporaries. There are a few severe cases, however, where a defect 
seems to be a possible explanation for the symptoms. Van Gelder? reports 
such a case of congenital aphasia with normal intelligence where little 
progress could be made with language training. 
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Karlin” and Morley’ would separate aphasic children into two groups: 
the few with definite cerebral defect usually involving receptive and ex- 
pressive aphasia, and a large group who have a developmental lag for 
language functions and need only time to overcome their disability. These 
authors do not believe that faulty cerebral dominance is involved in either 
group. This point of view approaches that of the educators with emphasis on 
“reading readiness’ and the importance of more time needed by certain 
children. 

It would seem that the term “specific reading disability’? contributes 
only confusion to the understanding of dyslexia. Until more evidence is 
available and general agreement possible the term should be dropped. The 
best teachers in the field of remedial reading find all the different etiological 
theories of practical importance in helping different children. Each case 
has to be studied individually, and all possible causes evaluated. Usually 
many contributory etiological factors are uncovered and used in planning 
the therapy. 

Diagnosis 

The physician should be able to make a provisional diagnosis of reading 
disability, especially in the younger school child. (It is convenient to have 
available in the office some simple testing material such as the Gray Oral 
Reading Paragraphs which on one sheet contains a section for each grade 
from 1 through 12.) A history of failure in the first or second grade means 
failure in reading. Furthermore, if the child has been considered good at 
“numbers” the diagnosis is even more probable. In older children it is 
more difficult to exclude mental retardation or a primary psychological 
difficulty. When there is an associated speech problem the hearing is always 
suspect. 

Complete diagnostic evaluation is recommended especially for severe cases 
and older children with several years of difficulty behind them. Language 
clinics use the following procedures :* 

. Complete physical examination 

. Evaluation of personality and social adjustment 

. Audiometer hearing tests 

. Ophthalmological survey for near vision, motility, fusion, ete. 
. Verbal intelligence tests 

Performance intelligence tests 

Diagnostic reading tests 

. Achievement tests for other school subjects 

. Study of eye movements in reading (ophthalmograph) 
. Electroencephalogram, as indicated 

. Tests for laterality, as indicated 
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Prevention 


Prevention of reading problems seems possible in many cases. It is 
important to detect possible trouble before entrance to the first grade 
because proper handling at this time may make extensive remedial work 
unnecessary. 

Excellent activities for promoting reading readiness as advocated by 
all educators are available for kindergarten children. Reading readiness 
tests which are in general use indicate any deficient. areas in the child’s 
development. Similar tests have been developed at the Yale Clinic of Child 
Development for predicting reading problems prior to first grade entrance.” 
Special attention should be given those children with abnormal speech de- 
velopment, unstable personalities, distractibility, scattering in develop- 
mental examinations, atypical directional tendencies in drawing, a history 
of sinistrality and a family history of reading disability. 

Children showing developmental lag for some function involved in read- 
ing present a problem in management. They will inevitably feel their in- 
feriority, but this can be minimized both at school and at home during the 
period of “catching up.” 

Whether or not our methods of teaching reading need a general over- 
hauling isan educational problem. It seems true that the majority of children 
learn to read rapidly and well by the “sight”? method which came into 
general use in the 1920’s. This method does produce the highest percentage 
of failures, however. Educators for some years went to extremes in eschew- 
ing the teaching of phonics. At the present time a combination of phonics 
with “sight” reading is in general use. 

It seems sensible to promote a firm cerebral dominance in children.” The 
preferred hand should be trained in various skills, and ambidexterity dis- 
couraged, especially between the ages of 2 and 4 years and 6 and 8 years 
which are critical for language development. It has been generally accepted 
that the handedness of a child should not be changed once the preference 
is definite, usually at about 2 years of age. However, Eustis”, at the Lan- 
guage Clinic of the Massachusetts General Hospital, recommends that all 
children be trained to use the right hand from the beginning. He is in 
general agreement with Orton’s theories but believes that language diffi- 
culties in converted sinistrals have been overemphasized and that there is 
often more strain involved in being left-handed in a right-handed world. 
Eustis would drop the training of the right hand if the child objects 
strenuously, shows signs of strain, starts to stutter or makes poor progress 
in skill. Of course the attitude of the adult doing the training is important 
for successful outcome. 
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Treatment 


The duty of the physician is to give explanation, reassurance and advice. 
He should talk both to parents and to the child. It helps immensurably if he 
can relieve parental anxiety and pressure on the child who in turn needs 
sympathy and a boost in self-confidence. 

Children with reading problems do best with a private tutor well trained 
in remedial reading and capable of inspiring children. It is better if the 
tutor is not a member of the family, and instruction should be given during 
school hours whenever possible. Group therapy is adequate for most mild 
cases. Many school systems have special classes for children with reading 
problems; these usually involve one hour daily with a special teacher. 
Language clinics in various medical centers also treat selected cases. 

Psychiatric help may be needed from the beginning of reading therapy. 
This is true for the majority of those who are referred to language clinics. 
A very few need psychotherapy before any work can be done on the reading 
problem. Mild psychological difficulties often disappear without treatment 
as the child makes progress in his reading. 

Retraining methods are similar in the schools and clinics.*® Special 
emphasis is put on the child’s weaknesses as indicated in the diagnostic 
tests. Much time is spent on phonics so that the child is no longer dependent 
on his poor visual recall for words. Other senses may be used to reinforce 
the visual image. The child may have to trace, feel, hear, pronounce and 
use the word in learning it. It is usually necessary to establish firm left- 
to-right eye habits and increase the visual recognition span. (Motivation 
as well as interesting content to the reading material is important.) Barger®® 
taught 24 children to read by having them look at the print in a mirror. 
This was done after all other methods had failed, and in a short time the 
children were able to read without the mirror. 

The child with developmental lag can sometimes be cured by relieving the 
emotional strain at home and school and giving him reading material which 
interests him at his reading level. Such a level is said to be one where not 
more than three mistakes are made per page. This is an accepted method of 
treatment when special classes or tutors are not available. It is well known 
that children with mild cases often cure themselves in time and become 
successful students. 

From one to three years is usually needed to overcome the handicap so 
that the child can continue with his class. Once ‘over the hump’’, most 
children improve rapidly. The prognosis is good except for those with 
severe disabilities who may have to avoid jobs or professions where much 
reading is essential. 
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Discussion of Cases 


The following two cases are perhaps not typical of those coming to the 
attention of the pediatrician or even of those being treated by reading 
therapists. In one case attempts at reading therapy had failed, and in both 
cases emotional factors necessitated psychological and psychiatric evalu- 
ation. However, the etiological factors illustrated tend to be found, to a 
milder degree, in most cases of dyslexia. 


Case 1. 


S. J., a 10 year old white boy, is in the fourth grade but is reading on a low second 
grade level, although he is doing good work in arithmetic computation and spelling. 
In a remedial reading program he has learned to read isolated words printed on cards 
or on the blackboard, but he is unable to read these same words when printed in a 
book. The teacher says that he ‘‘shies away from the printed page’’ and the father 
reports that ‘‘he goes to pieces when you put a book in his hand.”’ 

The patient is the elder of two boys. His younger brother who is 844 years of age, 
does well in school, is an excellent athlete, and a leader in the peer group. 8. J., in 
contrast, is shy and withdrawn, and poor in athletics. 

The parents both come from fairly well-to-do families. The mother went to a 
fashionable finishing school and the father completed an engineering course in a 
state university. The mother, who is a bright, volatile person, was reared by a spin- 
ster aunt who, she says, “‘spoiled’’ her and made her determined that her children 
would be reared more strictly. The father had trouble with reading when he was a 
boy, and had his mother read him his lessons until he was in high school. He feels 
that S. J. is just as he was at this age. 

The mother is Rh-negative, and labor was induced at eight months. The patient 
weighed 6 pounds 3 ounces at birth and appeared normal in every respect. He was 
nursed for a month but the amount of milk was insufficient and supplementary feed- 
ings were needed almost from the first. The mother also found nursing a very painful 
experience. The patient was ‘‘nervous and colicky”’ as an infant, and his mother felt 
awkward in handling him. His early development was normal except for speech which 
was slow. At 18 months he was saying a few words, but there was regression after 
the birth of the sibling, so that at age 4 he was still talking very little. He used both 
hands interchangeably until about age 3, although he was encouraged to use the right 
hand. During the preschool period the parents were quite demanding of him, and 
toilet training was ‘‘forced.’’ He had several rather frightening experiences during 
this time. 

S. J. had difficulty in separating from his mother when he entered kindergarten, 
and his mother stayed with him for six weeks. Because he seemed emotionally imma- 
ture, he spent a second year in kindergarten. When he entered first grade he had a 
stern, harsh teacher, and he began a pattern of crying and screaming when it was 
time to go to school. He was removed from this school and sent to another one where 
he has been happy, but he has not learned to read. He is pleasant and cooperative 
and well liked by other children, but is somewhat withdrawn. 

Medical examination showed that his vision and hearing were normal; neuro- 
logical examination was also normal. Psychological examination showed him to be a 
boy of better than average intelligence, with an IQ of 115. He did well in tasks in- 
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volving visual organization, eye-hand coordination and judgment, but relatively 
poorly in tasks requiring language usage, reading and concentration of attention. 
In reading tests he did word-by-word reading in a monotone and with many errors. 
He frequently lost the place and had little comprehension of what he read. He showed 
a very limited grasp of phonics. Laterality tests showed a very slight tendency toward 
mixed dominance, but not enough to be considered significant. There was no evidence 
of any of the perceptual difficulties commonly associated with brain damage. 

Both psychological and psychiatric examinations showed 8S. J. to be a tense, 
anxious, emotionally immature boy. He was found to relate to others on the basis of 
maintaining a rather infantile type of dependency. He feels that he cannot count 
on his parents to meet his needs and is resentful because of this, but he is afraid to 
express his resentment actively, and so resorts to passive-aggressive patterns. He 
lacks confidence in himself and feels that he is worthless, especially in comparison to 
his brother. He also is a fearful child, having particularly a ‘fear of looking’’ or 
‘fear of seeing’ which has a phobic quality. This seems related to excessive bodily 
display and insufficient privacy as a family pattern. 

In summary, several factors suggest that at the beginning thore may have been 
organic elements related to the difficulty with reading. These factors include re- 
tarded language development, mixed dominance and some mild incoordination. 
However, it appears that at present the reading disability is chiefly on an emotional 
basis. Several possibilities suggest themselves: 1) Failure to learn to read may repre- 
sent perpetuation of infantile dependency and avoidance of the dangers inherent in 
being a big boy; 2) the reading disability so distressing to the parents may provide 
a& means of passively expressing hostile aggression; and 3) the reading difficulty may 
be tied in with a phobic reaction involving a fear of seeing. Recommendations made 
included both psychotherapy and remedial reading, with the latter to stress kin- 
esthetic and auditory approaches. Six months following the study, reports are to 
the effect that some progress has been made, both in terms of social adjustment and 
reading achievement, but continued psychotherapy and remedial reading will be 
needed. 


Case 2. 


A. L. is a white boy who, when first contacted, was 7 years old and in the middle 
of the second grade. The teacher reported that he was reading in a preprimer, that he 
was unable to grasp the principles of phonics and that he had a very limited sight 
vocabulary. One day he would be able to recognize certain words, and the next day 
it would be as if he had never seen them before. Reversals were quite frequent, p 
and q and b and d being confused, and certain words being read backwards. 

The patient is an only child, born when his parents were in their late thirties. The 
father is a research scientist who places great value on intellectual attainments and 
spends most of his spare time reading and studying. The mother is attractive and 
vivacious, and socially quite successful. 

A. L. was a full term baby weighing 7 pounds at birth. Several times during preg- 
nancy his mother thought she was going to abort, and spent most of the last four 
months in bed. She had a three-day labor, and initiation of the baby’s normal respira- 
tion was delayed. A. L. had some trouble with sucking at first and was a “‘fussy’’ 
baby. His early development was normal, but he has always been more awkward 
than other children of his age. At the age of 7 he found buttoning difficult and was 
not able to tie his shoe laces or fasten his galoshes. 

The mother reported that he preferred the company of girls to that of boys, was 
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not interested in games or sports, and carefully avoided fights or tussles involving 
body contact. She stated also that she had enjoyed him as a baby, rather hated to 
see him grow up and liked doing things for him. 

A. L. had enjoyed kindergarten and first grade. His teachers had found him ap- 
pealing, babied him and made few demands on him. The second grade teacher, how- 
ever, had felt that he should learn to read, and as she made more demands on him 
he began complaining of headaches and stomach pains. His mother permitted him to 
stay home each time he was sick, although his symptoms always disappeared imme- 
diately as soon as it was too late to go to school. 

Psychological examination showed the patient to be functioning at a high-average 
intellectual level, with a Stanford-Binet IQ of 107. There were indications of better 
potentiality than this, with anxiety apparently lowering the functioning level to 
some degree. He had a good vocabulary and displayed superior judgment, but had 
trouble with all tests requiring concentration of attention and had a tendency to 
say “‘I don’t know”’ even when he actually did know the answer to a question asked. 
Visuomotor tasks were very difficult for him. On an oral reading test he was able to 
recognize only a few words. Reading aptitude tests showed below-average scores in 
visual memory, sound discrimination, sound blending and all motor tasks. Laterality 
tests indicated no confusion in dominance. 

Audiometric tests, ophthalmological examination, neurological examination and 
electroencephalogram revealed no abnormal findings. The neurologist, however, 
stated that the possibility of mild brain damage could not be ruled out. 

Psychological and psychiatric examinations revealed A. L. to be an emotionally 
immature boy who enjoyed the mother-child relationship in which he played the role 
of the baby. He was somewhat jealous of his father, whom he regarded as a rival for 
his mother’s affection, and had not resolved the problems of the oedipal phase of 
development. His resentment of his father he was unable to express directly because 
this would generate too much guilt, but he did express aggression passively and indi- 
rectly, and turned some of his hostility inward on himself, with resulting feelings 
of worthlessness. He was quite discouraged about the school situation, feeling that 
he would never learn to read. 

In this case both organic and psychological factors appear related to the child’s 
dyslexia. Although the neurological findings were nondefinitive, the motor inco- 
ordination and difficulty in both visual and auditory perception point to the possi- 
bility of a mild brain damage. This alone could account for the initial difficulty with 
reading, with discouragement about his failure leading the patient to expect con- 
tinued failure and to approach reading as if it were something he could not possibly 
do. However, the reading disability has also been used to meet certain psychological 
needs, and this perhaps has made the patient relatively unresponsive to efforts at 
helping him. Being unable to read means to him being helpless so his mother will 
sympathize with him, baby him and read to him. It also means annoying his father, 
who wants him to be an “intellectual.” 

Treatment in this case involved having the child seen for combination reading 
therapy and psychotherapy once a week, and the mother and father seen for case- 
work treatment every other week for six months. During this period the therapeutic 
goals were: 1) to help the child become interested in reading and feel that it was 
something he could master; 2) to help the child be more comfortable about his ag- 
gressive impulses; and 3) to help the parents make mature behavior more rewarding 
for the boy. After six months it was felt that he needed more intensive remedial 
reading work, and this was continued for about a year on a thrice weekly basis. 
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When last seen, he had an IQ of 123—a gain of 16 points. Reading tests given in school 
at the end of the third grade showed him to have a grade score of 5.0. He approached 
reading with poise and confidence and read with good expression. He had an excellent 
grasp of phonics and was able to sound out even very difficult new words . He was in 
the top reading group in his class. The teacher reported that he still had some fear 
of bodily hurt which was expressed in behavior such as standing on the sidelines or 
going back to the school house when a snowball fight was going on, but in general he 
was an accepted leader in the peer group, had the typical third grade boy’s contempt 
for “‘sissiness,”’ and was able to keep others from imposing on him. In this instance 
psychotherapy with the child and casework with the parents probably helped the 
child to reach the point where he could benefit from a remedial reading program, but 
the help with reading undoubtedly contributed much towards making it possible for 
him to respect himself and to learn that competence and maturity have their rewards. 


SUMMARY 


Developmental dyslexia is a common problem in school children of al! 
levels of intelligence. It has been widely studied since 1920 but the etiology 
is still the subject of some controversy. Multiple, complex and interacting 
etiological factors are now generally accepted. To select one of these factors 
and label it ‘“‘specific reading disability” is no longer meaningful, and the 
term might well be discarded for ‘developmental lag’”’ which can apply to 
any of the varied skills used in learning to read. 

Prevention is possible in the majority of cases. Suspicious signs of reading 
disability can be recognized in kindergarten or before, and special help at 
this time is relatively easy. Diagnosis and treatment of the well established 
cases require the cooperation of numerous disciplines concerned with child 
development. Treatment takes a few months to several years and may re- 
quire psychotherapy as well as skilled instruction in remedial reading. 

The physician who sees children should be familiar with developmental 
dyslexia and alert to the part he can take in prevention and diagnosis. 

Two cases are presented which illustrate the complex etiology and treat- 
ment. 
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CHILDREN’S HOSPITAL WASHINGTON 9, D. C. 
Announcement 


1959 Clinical Proceedings Attractively Bound Volumes 


Orders are now being taken for bound volumes of the 1959 issues of Clinical Proceedings 
(311 pages). 

The volumes will have a durable and attractive hard cover suitable for display in office or 
inclusion in a den library. Perhaps you would like to order the 1959 volume for yourself or 
for a young friend or colleague. The cost will be five dollars. 

Will you please send your order and check; payable to Clinical Proceedings, Children’s 
Hospital, before March 15, 1960. 


Please Clip and Return this form to the CLINICAL PROCEEDINGS, CHILDREN’S 
HOSPITAL 


Please send one bound volume of the 1959 Clinical Proceedings to: 


ADDRESS 





after 5 years of research 
and 41,000 patient days 


of clinical testing 


Mead Johnson announces } 


a new infant formula 


Entamil 


“Dipant forntila 


nearest to mother's milk! In nutritional breadth and balance 


In a well controlled institutional study?, Enfamil was com- 
pared with three widely used infant formula products: 


This. formula produced: 
weight gains greater than average, 
stool firmness between firm and soft... and 
lower stool frequency. 


NEAREST... to mother’s milk in its pattern of protein, fat 
and carbohydrate by caloric distribution 

NEAREST... to mother’s milk in its pattern of vitamins and 
minerals ( more vitamin D in accordance with NRC 
recommendations) 

NEAREST... to mother’s milk in its fat composition (no but- 
terfat; no sour regurgitation) 

NEAREST... to mother’s milk in its ratio of saturated to un- 
saturated fatty acids 

NEAREST... to mother’s milk in its low renal solute load 
ENFAMIL LiqUID—cans of 13 fluid ounces. 1 part Enfamil Liquid 

to 1 part water for 20 cal. per fi. oz. 


ENFAMIL POWDER—cans of 1 Ib. with measure. 1 level measure of 
Enfamil Powder to 2 ounces of water for 20 cal. per fi. oz. 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA *Trade Mark 


1. Macy, I. G.; Kelly, H. J., 
and Sloan, R. E.; with the 
Consultation of the 
Committee on Maternal and 
Child Feeding of the Food 
and Nutrition Board, 
National Research Council: 
The Composition of Milke, 
National Academy of 
Sciences, National Research 
Council, Publication 254, 
Revised 1958. 2. Research 
Laboratories, Mead Johnson 
& Company. 


\ Mead Johnson 


Symbol of service in medicine 








